innovations / Digital Inclusion health ministries in several countries, who said that the HEAT training content was broadly generic and could be used in multiple contexts and settings, with some local adaptations.
The seeds of the 80-20 ratio that were sown in the experience of the HEAT program have since bloomed into a wider dialogue in the global health sector and a polarized debate on where the lion's share of work, focus, and investment in content development should be. One view is that, once the initial effort and costs have been invested in developing a suite of generic content (the 80%), much less effort is required to adapt it to other settings (the 20%). The alternative view is that the initial effort is the easy part (the 20%), and that localization is where the significant investment is really needed (the 80%). According to this view, adapting generic content is not just a matter of simple translation, it has to accommodate different cultures, social norms, practices, and socioeconomic classes. Content also has to reflect government priorities, incentive schemes, and supplyside realities in specific locations.
This article explores the 80-20 debate and considers the practical implications of adapting content for use across multiple geographies. Drawing on three mobile health case studies, we suggest that the 80-20 debate needs to be understood in a more nuanced way. We argue that factors such as the intended audience (e.g., lowliteracy or illiterate mothers, CHWs, medical staff, NGO employees, etc.) and the purpose of the content (e.g., changing behavior, sharing information, developing skills, clinical training) have an impact on the effort and cost required to ensure that the content suits its purpose. We further suggest that the spotlight on the 80-20 debate overshadows other critical issues that need to be addressed in scaling up the training of CHWs.
The following accounts draw on the authors' experiences in developing and adapting the content of three programs: the Mobile Alliance for Maternal Action (MAMA), BBC Media Action, and mPowering Frontline Health Workers.
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MAMA (MOBILE ALLIANCE FOR MATERNAL ACTION)
In 2009, the Grameen Foundation, funded by the Bill & Melinda Gates Foundation, sought to implement an experimental program to determine if sending health messages to women via their mobile phones during pregnancy and early childhood would have a positive impact on the women and their children. With a degree in international business and a strong background in social innovation, I (Kirsten Gagnaire) moved to Ghana to lead the early design and implementation of MOTECH. We worked with BabyCenter-the number one parenting and pregnancy digital resource, reaching 39 million moms in 11 different languages-to draw on their expertise in serving pregnant women and new moms in the developed world. We came up with a framework of messages that covered the most common and most important topics of a pregnancy and a child's first year of life.
Through this experience, I learned firsthand that it is helpful to start with a foundation of medically accurate age-and stage-based information, which can then be localized and translated. Our localization process involved numerous sessions with local doctors, Ghana Health Service officials, midwives, traditional birth attendants, and representatives from NGOs that serve expectant and new moms. It also included session after session of playing messages to mothers across the country while sitting with them under baobab trees to be sure the voice, background sounds, and content of the messages were exactly right. The lessons we learned doing this work planted the seeds that led me to my current position as executive director of MAMA.
MAMA was launched in 2011 with support from USAID, Johnson & Johnson, BabyCenter, and the United Nations Foundation, all of which were invested in the idea that by coupling vital age-and stage-based health information with mobile phones, which most people already have in their homes, they could have a positive impact on the health of mothers and babies across the developing world.
In 2011, there were no nationally scaled mobile programs to generate demand for maternal and child health. MAMA sought to draw from the lessons BabyCenter learned in creating content for MOTECH, and set out to launch three country programs in places where both infant and maternal mortality and mobile phone penetration were high. MAMA created a global content intended to be accessible not only to our own country programs but also to organizations doing similar work. The team also created a robust program for measuring results and sharing what we learned across the field.
To date, over 300 programs have accessed MAMA's global content, although few have actually implemented programs. Our surveys indicate that barriers to implementation include the funding and resources required to localize content, the overall cost of implementation, and the complex mobile network operator and technical requirements. MAMA continues to work to scale its own programs, and to support others with what we've learned by providing content and technical assistance on the various mobile platforms available to the women we target. We innovations / volume 9, number 3/490 innovations / Digital Inclusion are finding that the degree of effort needed to localize information varies according to what mobile platform is being used and the demographics of the people we are trying to reach. For example, localizing content in our current country programs is an intensive part of the implementation process; although the localization required was to about 20 percent of the content, it took about 80 percent of the work to complete the adaptation to ensure the cultural norms, language, myths, and beliefs were properly addressed.
In South Africa, India, and Bangladesh, MAMA is currently focused on some of the hardest to reach women: those on the lower end of the poverty spectrum, many of whom are also illiterate and not technology savvy. The content for these women is provided via SMS, or voice, and, in South Africa, where women are more literate and data rates are lower, a mobile website that is accessible via a dataenabled handset. A partnership with Vodacom provides free access to this site for all Vodacom subscribers in South Africa.
MAMA's newest frontier is a partnership with BabyCenter and internet.org, Facebook's free data platform currently available in Zambia, with plans to launch in 19 more countries in Africa, Latin America, and Southeast Asia. Although this work is very new, we are finding that the aggressive rollout is making it possible to reach a large number of women quickly in many countries. The content is minimally localized for language and certain cultural references, such as which foods are locally available, but it is not as deeply localized as our country program content. We are using the internet.org partnership to evaluate how the reach of more localized country programs compares to the less localized internet.org MAMA/BabyCenter mobile website, which requires a data-enabled handset, as well as a higher degree of literacy, than those receiving localized content via voice messages.
We know that the highly localized content of our country programs is serving women on the lower end of the poverty spectrum. However, we believe that the first wave of internet.org users will be those who are somewhat less poor and some who are middle income, all of whom also need accurate, actionable health information. This spectrum of content platforms requires varied approaches to program design, different degrees of content localization, and different partnerships, but at MAMA we believe that, by offering a variety of content on various mobile platforms, we can reach more women and have a broader impact on health.
MAMA continues to be committed to providing the "80%" content to the broader field and to sharing what we've learned around best practices to localize content efficiently and effectively on a variety of platforms for a wide spectrum of audiences across the globe. Lesley-Anne Long, Sara Chamberlain, and Kirsten Gagnaire role in Ananya is to communicate life-saving information and help to shape healthy behaviors that tackle the main causes of maternal, newborn, and child deaths. BBC Media Action is the international development NGO of the BBC, which uses media to inform, connect, and empower people around the world; it is currently working in over 20 countries and reaching more than 200 million people. With 18 years of experience leading information and communication technologies for development initiatives, including seven years designing, developing, and managing mobile services for base-of-the-pyramid subscribers at scale in Asia, I (Sara Chamberlain) moved to India in 2011 to lead the development of mobile health services in Bihar for BBC Media Action. Over the last three and half years, BBC Media Action has launched four mobile health services in Bihar, three for CHWs and one for families. Thanks to the success of these services-through which more than 240,000 unique users have played more than 16 million minutes of health content on their mobile phones during the last two years-we now, in partnership with the government of India and the Gates Foundation, are developing a pan-India platform for three of the services.
Although there is little question that 80 percent or more of the technical health messaging for maternal and child care is common the world over-as Daphne Metland of BabyCenter so succinctly puts it, "Babies go in the same way and come out the same way the world over"-converting technical health messages into impactful content is, in my experience, 80 percent of the work. The distinction between "messaging" and "content" is critical. In the context of mHealth, messaging is factual information (usually written in English) that needs to be communicated. Content, on the other hand, is the local language medium that communicates the message to a specific audience in a specific geography. And as I'm sure we all agree, communication that fails to engage is not effective.
When trying to change social norms and behaviors that have persisted for centuries, particularly among low literacy or illiterate populations, merely providing information is not enough. In fact, regardless of education level or social class, people are unlikely to change their behavior if they're just told "the facts." For example, people smoke despite the fact that every packet of cigarettes says that smoking causes cancer. This is why, to quote Radharani Mitra, BBC Media To persuade people to think about and do things differently, you need to get inside their heads so you can get an idea of the barriers to behavior change and the triggers that might empower them to break these barriers. This is why the content of behavior change communications needs to be localized: unless it's culturally specific and relevant, it won't resonate with those you're trying to reach. Persuading a young mother in India that she should not give her infant water and honey before it is six months old, despite her mother-inlaw's age-old wisdom to the contrary, requires deep understanding of the power dynamics of the rural Indian family, which may be radically different from those in Ghana, for example. It also requires having creative insights into the contextually specific keys of ego, self-esteem, and devotion that might unlock that mother-inlaw's mind so she will be willing to think and act differently. We spent six months, and four rounds of user testing, to get the content just right for Kilkari, the Ananya Program's maternal and child health mobile services for rural mothers in Bihar. 3 This was an intensely challenging exercise because we found that most women were unfamiliar with basic health concepts. For example, they didn't know about iron and had never heard of an ambulance. Their general vocabulary was also limited, and they used a lot of colloquial expressions. "Women in rural villages in Bihar don't talk about being 'pregnant," says Radharani Mitra, "they use the expression, 'She is with a tummy.'" Over the course of six months we painstakingly put together a dictionary of health words and phrases that illiterate rural women could understand.
We also discovered that illiterate rural women in Bihar, many of whom are malnourished, could not comprehend and retain the same quantity and complexity of information that the better educated, economically better off women living in the capital city of Patna could understand. Thus the number of technical health messages communicated in each piece of content had to be dramatically reduced, which meant changing the service's entire messaging structure.
The technical health messaging also needed to be discussed and agreed to with the state government, because government products (i.e., family planning prod-
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Persuading a young mother in India that she should not give her infant water and honey before it is six months old, despite her mother-in-law's ageold wisdom to the contrary, requires deep understanding of the power dynamics of the rural Indian family ucts), services, and incentives vary in India from state to state. Content creators need to think very carefully about the potential impact of creating demand for services that do not exist in a particular geography, particularly if the government will not be able to provide them in the foreseeable future. In a country as diverse as India-where there are 22 official languages and innumerable unofficial languages and local dialects (according to the 2011 Indian census, there are 1,635 "rationalized mother tongues"), six major religions, and widely diverse cultural traditions-scaling effective mobile health behavior change communications across India is a resource-intensive task. This is particularly true in "media dark" geographies, where the homogenizing influence of television and radio are not felt.
For example, an anti-smoking campaign geared toward affluent urban teenagers in Mumbai who are living and breathing Bollywood would have little cultural relevance for an illiterate, malnourished youth living in a remote village that has no electricity, let alone television.
Mobile services designed to increase the knowledge and self-efficacy of mothers, and to change attitudes, social norms, and behavior around maternal and child health, may need to communicate the same key technical health messages across the globe, but the content needs to be localized, and not just translated-a process that will require science, art, and craft.
mPOWERING: TRAINING FRONTLINE HEALTH WORKERS
It is estimated that one billion people will never see a health worker in their life. 4 In developing countries, most of those who do will head directly to a frontline health worker (FLHW), the people most citizens of developing counties go to for health services. 5 Given the important role these workers play in the health sector in sub-Saharan Africa and elsewhere, it is critical to examine why so many are profoundly undertrained. Although some progress has been made, the need to scaleup quality health training significantly is urgent, particularly in rural areas. The question is whether the global health community is taking the most effective route to providing relevant and effective health training for FLHWs, or if it needs to find ways to accelerate the provision of high-quality training at scale.
As a public-private partnership funded by USAID, mPowering represents an important response to this challenge. To reach the large number of FLHWs requiring training and support, we focus on using mobile technologies to improve their performance. Our central aim is to help end preventable child and maternal deaths by partnering with governments and other organizations to improve how we use mobile technology to strengthen child and maternal health services; support scale-up of effective mhealth programs; and promote global learning and sharing of information about mhealth. We also seek to maximize resources by focusing on the strategic reuse of tools, technologies, and content. In considering the 80-20 ratio relative to FLHW training, I (Lesley-Anne Long) draw on my experience as global director of mPowering.
innovations / volume 9, number 3/4 93
innovations / Digital Inclusion Given the advances in digital media, mPowering believes that this is the time to start focusing on the most common maternal and child services that FLHWs provide, and to make accessible, relevant, high-quality learning resources, job aids, and tools available online.This content can then be reused or adapted and translated by health ministries, training institutions, NGOs, and others to reach hundreds of thousands of FLHWs across the world.
This vision is being realized through the mPowering digital content library,which aims to become the "Amazon" of digital health content for FLHWs and their supervisors. The prototype platform is currently being tested, and over 80 organizations have already expressed an interest in sharing their health content with mPowering. With emphatic attention to quality, content in the mPowering digital library will be available to download onto mobile devices so it can be accessible to FLHWs wherever they are located. 6 In the context of the 80-20 debate, the question arises of what level of effort will be required to adapt content from the mPowering platform. To address this, I have drawn from three information sources: the mPowering consultation workshops held in five countries, which considered the information and learning needs of community health workers (CHWs) and the potential to reuse and adapt existing health training materials; 7 an analysis of current CHW training content and methodologies, drawing from research undertaken by the World Health Organization and the One Million Campaign, and findings from the mPowering content survey; 8 and interviews with health experts and content developers, including international NGO employees and international development academics. 9 The broad consensus is that it is not necessary to re-create health training content for every new country. When asked how much FLHW training content is generic, an international NGO official said that "70-90 percent is likely to be generic if the content is using global health guidelines." Another commented, "What's used in each country needs to be tailored, but the changes only represent about 20 percent."
Another question related to the 80-20 debate concerns video material. The Global Health Media Project has produced high-quality clinical videos that reach a large number of health workers. The videos are filmed in only a few locations, yet used in multiple countries. 10 Medical Aid Films' 26 maternal and child health videos were also produced in just a handful of settings, but they have been accessed by over 850 organizations in more than 60 countries.
11 Does this mean that, once content has been created, it only requires a modest (i.e., 20%) effort to adapt it for FLHWs in other settings? The answer depends on the target audience. Evidence suggests that content developed for more advanced health workers requires less contextualization than content aimed at less experienced healthcare workers and volunteers. It may also depend on whether the content was intentionally developed to be generic. Responses from health experts included the following: The content should be developed in such a way that it's easy for training organizations to translate and localize the content to the local context, and above all, the content needs to be licensed in a way that allows for liberal use and reuse." (Draft of mPowering CHW workshop report 12 
)
A number of content developers suggested that investigating what needs to be adapted, not the adaptation itself, is what's important and time-consuming. An NGO staffer commented that "adaptation needs to be done through a consultative process, engaging relevant development partners," while a development academic noted that "the 80 percent is not in the scripts, it's in the thinking."
Three final points figured predominantly in these interviews. First, experts largely agreed that certain features of health training content would encourage its reuse and adaptation: the original content reflects international standards of care; content is relevant to FLHWs; and content is user-friendly, featuring the use of case studies, simple language, and engaging visuals. Second, they agreed that if content were easier to find and guidelines were available on how to adapt it, more organizations might be willing to reuse resources instead of starting from scratch for each new program. Finally, there was consensus on the role donors have to play in encouraging the reuse and adaptation of content, instead of funding the development of new content project by project.
THE 80-20 DEBATE IS NUANCED
Where does this leave the 80-20 debate? Has the ratio been a useful peg on which to hang a "cost and effort" dialogue about content adaptation? By highlighting different perspectives around the content development process, perhaps it has. However, we need to move on from what is essentially a false dichotomy that fails to capture what's really involved in creating and adapting content, and-equally important-in delivering that content at scale using evidence-based methodologies. The three case studies detailed in this article strongly support the need for a more nuanced approach to adapting content than the 80-20 debate can address. Sustainable change requires a layered strategy that is grounded in basic learning and training principles and an understanding of how the target audience learns, retains, and applies the knowledge. Maybe we should call it the 100 percent debate.
